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Having practiced neuropsychiatry in communist East-Central Europe for sixteen years,
and now studying theology and ethics, the author argues for the necessity of medical praxis
that integrates theological thinking. She uses illustrations from her cross-disciplinary and
cross-cidtural experience to suggest an integrative model. She encounters the dilemma of
facing two radically different interpretative models, the cognitive scientific and the theologi-
cal; and she concludes that she need not choose between them.
Introduction
[T]he search for intelligibility that
characterises science and the search for
meaning that characterises religion are
two necessary intertwined strands of the
human enterprise... essential to each
other, complementary yet distinct and
strongly interacting— indeed, just like
the two helical strands of DNA itself!
'
These are the words of the winner of the
2001 Templeton Prize for Progress in Reli-
gion, the Rev. Dr. Arthur Peacocke of Oxford
University. He is not only a renowned physi-
cal biochemist— researching and describing
the double helix structure of the DNA—but
also an Anglican priest and theologian. Dr.
Peacocke is a proponent of "critical realism"
and recognizes that "both science and religion
try to depict reality and must be subject to
scrutiny," while admitting their creative in-
teraction. Hardly any words could have been
more timely and more inspiring for me. The
title of his new book might well serve as the
motto for my present paper, my past career,
and my fumre orientation: Paths from Sci-
ence Towards God: Tlie End of All Our Ex-
ploring.
As a physician who practiced medicine for
sixteen years in communist Romania and
Hungary, specializing in neuropsychiatry, and
as a current graduate student in theology, I
have a strong desire for a coherent synthesis
of science and religion. The Spirituality and
Health Project, supervised by Prof. Jensine
Andresen. Prof. Wesley Wildman, and Prof.
Patrick McNamara, not only resulted in ajoint
publication^ but also shaped my decision to
redirect my future professional life toward an
integration of the medical, theological, and
ethical fields.
In my medical experience, the correlation
between a person's religiosity/spirituality and
the state of his or her health has always been
an intuited reality. Under communist totali-
tarianism, however, introducing religious di-
mensions into the healing process was dis-
com^aged, if not baimed. Research on such a
topic was unthinkable at that time. My par-
ticipation in the Spirituality and Health
Practicum has had a far deeper significance
than its face value: it carried the overtone of
liberation for me.
Part I: Interdisciplinary Integration:
The Spirituality and Health Project
The Spirittiality and Health Project was a
very informative and personally enriching
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experience. My task within the project was
recruitment and testing of participants aged
sixty and older. This recruitment involved
an initial questioimaire sent by post, followed
by phone calls to those who responded. I had
60 surveys completed by the end of the se-
mester.
The study assumed a direct correlation
between religious attitudes/practices and im-
proved physical health. This direct relation-
ship has been observed empirically and
proven through scientific studies: prayer and
other spiritual practices seem to maintain and
even restore health. Some forms of religious
practices and prayers are directly related to
frontal lobe functions. Our general hypoth-
esis was that prayer and other forms of reli-
gious practices that result in health improve-
ment do so partly by involving or activating
the frontal lobes. Thus, our task was to in-
vestigate the relationship between various re-
ligious practices and attitudes, the overall
functions of the frontal lobes, and the state
of overall health. We postulated that if our
assumption about the frontal lobes' respon-
sibility in mediating, "translating" religios-
ity into health improvement was correct, then
people with better frontal functions would
have better health or a more positive percep-
tion of the state of illness— that is, they suf-
fered to a lesser extent. Also, people with
more intense prayer life and religiosity/spiri-
tuality were expected to have better health
and better frontal functions. Some further
predictions could be added to this main hy-
pothesis, and we partially looked into those,
such as religiosity protecting against levels
of depression that could be responsible for
poor health. Another aspect of this study
was an investigation of the correlation be-
tween religiosity and certain forms of fron-
tal functions— e.g.,the orbito-frontal func-
tions.
While the role and function of the tempo-
ral lobes in correlation with religiosity and
better health have been thoroughly researched,
the role of the frontal lobe has never been the
focus of any major study. Thus, ours can be
considered as a pioneer one.
A. Method
We collected a wide range of data. The
questionnaire (318 questions) was divided into
the following sections:
personal data
dimensions and role of religion
frontal lobe functions (verbal fluency
test for the left frontal lobe
functions, and design fluency test
for the right ones)
frontal inhibition or desinhibition
(especially characteristic to orbito-
frontal disfunctions)
For differential diagnostic reasons, we tested
temporal lobe functions, looking into pat-
terns of attachments. With the questions on
health, we investigated the subject's style and
ability in handling stress, his or her overall
perception of health and handling illness,
chronic and acute (diagnosed or not) ill-
nesses, discomfort level, and medications.
We also tried to detect signs of depression
and anxiety.
My responsibility was to recruit subjects
in the older age category —around 60 or older.
We presumed that frontal fimctions generally
decline with age. I "targeted" a few personal
friends whose personaUty suggests frontal dys-
function or who suffer from epilepsy. Unitar-
ian Universalists comprised the majority of
the participant pool, due to my close ties and
affiliation with this group. To guarantee a
wide range of spirituality and pluralistic reli-
gious practices and attitudes, I was especially
careful that participants also be recruited from
other religious group, among them Roman
Catholics, Southern Baptists, Calvinists, and
also New Age spiritualists, atheists, secular
humanists. Most of the participants were
middle class, educated people.
We used non-standard format scoring. For
our hypothesis of direct correlation between
health, frontal functions, and religiosity— in-
trinsic and extrinsic— we scored frontal func-
tions, religiosity, and health— that is, seven
main variables.
In scoring religiosity, we used Don
Batson's scales, focusing on three categories:
( 1 ) religious orientation
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(2) religious life (measuring the means,
the end, and the quest of one's religious di-
mensions)
(3) doctrinal orthodoxy (designed to mea-
sure belief in traditional religious doctrines,
an important component of the intrinsic, that
is, the "end" dimension).
hi scoring health. I personally was respon-
sible to design and try out the best formula.
My medical background and a felt sense of the
subject's personality and psychological profile,
by virtue of having known some of them for
years, was extremely helpful. This study did
not employ an impersonal statistical method;
rather, a careful analysis of personality that
went well beyond the score on the question-
naire. This principle of analysis was used es-
pecially in assessing health issues. Some sub-
jects would pay less attention to their reactions
than others would, thus frontal and health-re-
lated answers clinically seem not always to cor-
relate with the subject's perception. However,
the multidimensional aspect of frontal testing
and the statistical dimension of the study even-
tually self-corrected any extreme subjectivity,
hi testing health, we used several variables:
multiplicity and duration of illnesses (diag-
nosed or not), number of doctor's visits, dis-
comfort, etc. We focused t
on three basic factors: |
(1) severity or life- I
threatening character of |
an illness, I
(2) the subject's per- |
ception of his or her im- |
paired health, based on I
discomfort level, and |
(3) diagnosed or not, I
chronic or acute illness |
categories. L
We calculated the health index using the
following formula:
Ax B + D, where
C
A = the sum of diagnosed chronic illnesses
and total severity
B = level of discomfort
C = the number of illnesses
D = the number of acute illnesses.
This reflects a reasonable profile of one's
objective and subjective state of health.
B. Neuroanatomic and physiological
background
The arguments for the benefits of prayer
and regular meditation are manifold. The
principal factor responsible for the positive
effect is hope, a highly positive emotional
state. Other major factors are fear reduction
and stress reduction, a positive outlook to the
future that allows or encourages active plan-
ning and volitional strength.
Anatomical structures support the theory.
Recent studies show that the traditionally
known role of the limbic system in emotional
processes is in fact regulated by the
orbitofrontal cortex.^ Thus the frontal lobes
participate directly in emotional processes:
the left frontal cortex mediates positive emo-
tions, the right frontal cortex mediates nega-
tive ones. Consequently, left frontal
(orbitofrontal) lesion is likely to cause depres-
sion, while right frontal damage leads to un-
controlled maniaform behavior.
Besides emotions, the frontal cortex is also
responsible for pro-social behavior, empathy,
and moral insight. Lesions of these structures
A statistical analysis oftwo variables in
our study, frontalfunctions and state of
healthy seemed to demonstrate unambigu-
ously our prediction: the better the fron-
talfunction, the better the health. The
next step was to correlate these with the
third variable, religiosity and its types.
cause a typical personality structure of impul-
sivity, aggressivity, inappropriateness of the
expression of sexuality, a "sociopathic" be-
havioral pattern.
Self-consciousness is a frontal lobe func-
tion and closely correlated with a religious mode
of life; most religious practices claim to increase
self-awareness. Impairment of the self and of
the ability to apprehend the self is a character-
istic symptom of serious frontal lobe lesion.
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The right frontal cortex is intimately in-
volved also in memory, and thus plays a cru-
cial role in the sense of self-identity. Processes
of belief-fixation also involve frontal lobe
functions and are the subject of neurophysi-
ological studies. One aspect is one's open-
ness to foreign belief systems.
There is, however, another major support-
ing physiological explanation for the health-
improving effect of prayer and meditation:
relaxation and consequent improvement of
brain circulation. Electrophysiological feed-
back studies show evidence for this.
C. Results
A statistical analysis of two variables in
our study, frontal functions and state of health,
seemed to demonstrate unambiguously our
prediction: the better the frontal function, the
better the health. The next step was to corre-
late these with the third variable, religiosity
and its types. Our study found that all the
examined subjects fit into one of two catego-
ries: high religiosity and low religiosity. We
found a direct correlation between frequency
and intensity of religious/spiritual practices
and overall state of health (or perception of
it), and the same correlation between frontal
functions and health, since the frontal lobes
are supposedly responsible for the correlation.
Having been witness to the abuses and
manipulations ofscientific data and medical
practice for political gains in a communist
societyy I want to raise awareness ofrisks of
possible manipulations—althoughfor dif-
ferent reasons and in more subtle ways— in
the affluent society ofthe United States.
We can summarize the findings in this way:
good frontal functions and high religiosity
protect people from suffering.
The smdy of the correlation between spiri-
tuality/religiosity and health has definitely
convinced me of the value of an interdiscipli-
nary approach in medicine.
PART II: Cross-Cultural Integration:
Lessons in IVIedical Ethics from
Communism
The time factor
Since my youth. Albert Schweitzer has
been my ideal, because he embodied interdis-
ciplinary excellence— a "renaissance person"
ideal. I view my own career changes from
music to medicine to theology in a
"Schweitzerian" sense. I have never aban-
doned any profession, rather I have incorpo-
rated each profession into the next. I play my
violin in churches as often as I preach, and if
I ever practice medicine again. I will incor-
porate religious dimensions into my work.
To illustrate the benefit of the Spirituality
and Health Practicum for my interdisciplinary
orientation. I recall my experiences as a phy-
sician in communist Eastern Europe. There
was nothing spiritually quite as fulfilling as
being physicians in that part of the world,
where medicine represented not only science
and a healing art. but also the most complex
form of service and ministry. We practiced
the art of medicine, and a great part of it was
ministry to the marginalized, the abused
women, the alcoholics, the elderly. Hospital
conditions were miserable, social care virtu-
ally absent. So._the physician's attitude to-
ward and relationship
with the patient carried a
great weight. For six
years in a cancer re-
search neurology depart-
ment, I stood at the bed-
side of young dying pa-
tients, praying with them
in their last hour. In a
communist country, reli-
gious service for the dy-
ing and the presence of
P clergy would not have
been welcomed. And younger patients had
no religious background. But in the hour of
their death in a desolate, inhumane hospital,
they needed someone to hold their hand, look
into their frightened eyes and help them die
in peace. In psychiatric wards. I played my
violin during many Christmas observances.
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The effect of music—even on Alzheimer pa-
tients—was stunning. Touched by music,
these patients, in their fading personhood.
came alive. "Is it Christmas?" some asked,
wakening from years of absence.
During my years of medical practice, my
patients consistently commented in words
such as these: "When you enter the ward, the
Sim is suddenly shining and I feel that I am
healing." At that time, I was not aware of what
this really meant; I dismissed the recurring
statements as mere compliment. Only later
did I come to understand that the "sunshine"
my patients perceived was the Spirit in me,
manifested through my compassion and in-
tense love for them in their suffering. Patients
who grew up as communist atheists were even
hungrier for "spirituality." I used their lan-
guage to guide them back to resources of their
inner selves, to (re)connect them with the di-
vine and their own souls. The secretly reli-
gious patients intensely needed the nurturing
of that dimension. There is a great power in
combining God's gift of the Spirit with good
medical practice.
My keen interest in comparative ap-
proaches toward bio- and medical ethics stems
from my experiences in two radically differ-
ent societies. Having been witness to the
abuses and manipulations of scientific data
(particularly concerning AIDS) and medical
practice (especially in areas of psychiatry and
gynecology) for political gains in a commu-
nist society, I want to raise awareness of risks
of possible manipulations— although for dif-
ferent reasons and in more subtle ways— in
the affluent society of the United States. The
ubiquitous presence of special interests and
prominence of profit-making necessitate an
ever greater ethical vigilance and moral imagi-
nation from scientists and religious profes-
sionals, alike. Although people's moral sense
of what is good or bad, virtuous or evil, ethi-
cal or unethical, are basically similar cross-
culturally, unprecedented technological devel-
opments have made bioethical and medical
decision-making more complex and compli-
cated than ever before. Human beings truly
need to stretch their moral imagination. Sci-
ence and its applications, divorced from ethi-
cal considerations, could be disastrous; there-
fore, such divorce should be unthinkable to-
day. CoxTununism offers valuable experiences
which, if heeded rather than dismissed, might
prevent the repetition of many mistakes.
Medical ethics, in general, continues to
be ruled by the Hippocratic Oath as its basic
guiding principle. Yet the difference between
the ways in which physicians live out their
moral values are vastly different in poor soci-
eties than in wealthy ones, and under differ-
ent political systems. I am often puzzled
when I read idealized and high-minded ethi-
cal treatises, yet watch actual practice under
the pressure of the profit-making "industrial"
mentality, which forces doctors on occasion
to compromise their ethical integrity.
In my experience, one of the most evident
compromises lies in the view of time as
money. In the accelerated pace of Western
life, where the greatest achievements of sci-
ence and technology are available for medi-
cal diagnosis and treatment applications, the
precious commodity of time is curtailed; a
sufficiency of it is often denied to both doctor
and patient in the clinical setting. Time is cru-
cial in building trust and a nurturing psycho-
logical enviromnent; it is essential for deci-
sion-making and healing. The hostile, legal-
istic mentality of the courtroom often and
sadly replaces the failed trust-building pro-
cess in the medical office.
Take the example of how the principle of
informed consent is typically implemented
when a patient suddenly faces the diagnosis
of cancer and needs to make decisions about
life-and-death issues. The extreme pressure
of time in the few-minutes-long medical vis-
its, and the perhaps monotonous, almost au-
tomated recital of options and conse-
quences—often seasoned with imnecessarily
frightening possibilities of side-effects and
worst scenarios—only serve to aggravate the
patient's stress and, consequently, his or her
decision-making will likely be affected. In
such circumstances the patient might reject
an effective treatment, and, the doctor, respect-
ing the autonomy of the patient, will ulti-
mately fail to serve the patient's best inter-
ests. This informed-consent procedure takes
The Boston Theological Institute 21
place in the name of medical ethical prin-
ciples, but inhumanely applied.
Now, through my attempt to present some
contrasting features of medical practice in a
communist environment, where time is abun-
dantly available and ministering to the patient
is part of medical practice, I wish to illustrate
my main point: the im- ,
portance of serving the
spirit of the ethical law,
not simply the letter of it.
Under communism,
medical training was
free, subsidized by the
state, and so was health
care. The physician had
no financial investment
in practicing medicine—
either well or badly. His
or her salary was the stan-
dard minimum of any ^
other member of the society. There were no
insurance companies, no HMOs, and definitely
no law suits (frivolous or otherwise) brought
against doctors. Paradoxically, in a society so
lacking in freedoms, freedom was granted to
doctors to practice according to their own con-
science. Cost, coimted either in time or in
treatment, was never a consideration within
the limits of available resources. Physicians
had as much time as they needed for their pa-
tients. In the above-mentioned case of in-
formed consent delivered upon the diagnosis
of cancer, the fluidity of the doctor-patient re-
lationship—pejoratively called a "patronizing"
model—would allow the doctor to take more
responsibility in the decision-making, as a
coimselor/minister, and as a compassionate
fellow human being. The patient's stress due
over a diagnosis of a life-threatening illness
may already be overwhelming. There is no
lonelier space in the universe than that of a
person who has just become a cancer patient
and is expected to make crucial decisions in
the space of a few minutes. A practice can be
perfectly ethical, yet inhumane. Compassion
has to be added to the rigid letter of rules. The
need for strengthening and deepening a
society's ethical culture and moral imagina-
tion only increases with the advancement of
biotechnology.
One might ask how medical practice in
Eastern Europe was regulated, if not by legal
means. First of all, in my experience, high
social status was a true reward for the doctor's
conscientious work and self-dedication.
When cognitive science provides convinc-
ing scientific evidence through neurobiol-
ogy and neuropsychologyfor a plausible
explanation ofmy experiences ofulti-
niacy, I cannot afford to ignore this evi-
dence. Yet such explanations might
threaten to explain away my own valuable
experiences ofthe transcendent
Negatively put, social pressure prevented the
physician from abusing the trust of society.
A genuinely trusting relationship between the
physician and patient was key to successful
practice. Trust having been established, there
was no need to practice a defensive type of
medicine. Limited resources were used for
the benefit of the patient, not wasted on the
doctor's self-defense. Medical practice was
based on the assumption that the Hippocratic
Oath is ultimately binding, and that doctors
have the moral and professional integrity to
follow its spirit and do their best in the given
situation and technological circumstances.
Although medical ethics was not formally
taught at medical schools, it was woven into
the texture of each discipline.
Another regulating factor was a healthy
team spirit among physicians, who felt respon-
sible for each other and looked into each
other's work, even critically when malprac-
tice was suspected. Mistakes on the
physician's part were considered honest mis-
takes, and doctors were genuinely trusted. On
the one hand, close teamwork among doctors
assured reasonable ethical decisions; on the
other, patients and their relatives had reason-
able expectations of their physicians, and al-
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most never created ethical-legal crises. Phy-
sicians were not attributed, nor expected to
have, god-like powers. End-of-life care, for
example, was not regulated; but a deep sense
of reverence for life also included respect for
a person's right to die in dignity. Certain as-
pects of passive euthanasia were a socially ac-
cepted part of such respect. Of course, this
had to do also with the limited therapeutical
resources. Because of the limited availabil-
ity of medical technology, physicians often
faced complex ethical dilemmas and relied on
their sense of humanity in solving the. These
dilemmas were mostly concerned with the just
allocation of existing resources. Com-
munitarian principles were also applied here.
No child was ever precluded from immuni-
zation. Hospitalization lasted until the patient
recovered. Patients were never sent away
from emergency rooms or any medical office,
unexamined and untreated. Although doctors
were free to ask for any lab tests and had ac-
cess to specialists, it was embarrassing to prac-
tice defensive medicine, asking for "umbrella"
paraclinical tests. In fact, during the worst
years of the dictatorship, doctors were pun-
ished if they asked for unnecessary tests— the
cost was deducted from their salaries.
I have attempted to draw some valuable
lessons offered by the kind of medicine I
myself practiced during communism. In the
same time frame, however, stand their tragic
counterpoints: the most brutal manipulations,
especially of medical statistical data, and of
the practice of psychiatry and gynecology.
Abortion and birth control issues are in-
creasingly politicized in many parts of the
world. But I doubt that it had ever been as
brutally controlled and manipulated by any po-
Utical system as it was in communist Roma-
nia. The madness of Ceausescu's "Abortion
Decree" turned gynecology and obstetrics clin-
ics into "mother-killing fields." The law forced
all women to give birth to a minimum of four
children before age 45, and gynecologists were
often prevented by secret police agents from
intervening and saving the life of the mother
when illegal/self-inflicted abortion was sus-
pected. The practice of birth control and abor-
tion was punishable by imprisonment. All
women were subject to compulsory periodic
gynecological screening to detect pregnancy.
Though Ceausescu was not opposed to abor-
tion or birth control on moral ground, the
criminalization of them was part of
Ceausescu's plan to "rejuvenate" the nation.
With increasing poverty and well-known di-
sastrous food and energy shortages, criminal
abortion cases were ever increasing. Secret
police officers were on duty in the operation
rooms of gynecological clinics, watching over
the shoulders of the doctors and often prevent-
ing lifesaving intervention in hemorrhages af-
ter self-inflicted abortions. A woman in this
circumstance was treated as criminal and given
two choices: either plead guilty, in which case
her doctor would be allowed to intervene, or
else plead innocent and be left to perish on the
operation table. If she pleaded guilty and her
life was saved, she would subsequently be ar-
rested for her crime. Women had never expe-
rienced such terrors— nor doctors. This policy
furnished an endless supply of orphans for state
orphanages, where brainwashing, abuse, and
AIDS epidemics were considered state secrets.
Conclusion: Integrative Thinking
Grounded in two different cultures and
having lived in two extremes of the political
spectrum. I find myself at a crossroads in my
life and career. I wish to integrate the lessons
into a coherent plan as I face the decision be-
fore me. Now I turn from issues of applied
bio- and medical ethics toward more general
integrative thinking. In my view, the integra-
tion of science and religion involves a trans-
formation in thinking about and interpreting
oiu- life experiences. Arthur Peacocke's re-
mark is a guiding principle:
fr]he search for intelligibility that
characterizes science and the search for
meaning that characterizes religion, are
two necessary intertwined strands of the
human enterprise."
Having made an attempt to sketch an in-
tegrative model that is both cross-disciplin-
ary and cross-culmral, I now arrive at the di-
lemma that is inherent in such integrative ap-
proach. Applying the principles of integra-
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tion to the findings of the Spirituality and
Health Project, I have two radically different
interpretative modes of my experiences: the
cognitive scientific and the theological. The
dileimna is this: Do I need to choose between
them in order properly to appreciate the ef-
fect of my prayer upon my health? Which is
the source of my sense of blessedness, zest
for life, the overwhelming empathy for people
who are suffering? Is it God. or my neuro-
biological processes?
When cognitive science provides convinc-
ing scientific evidence through neurobiology
and neuropsychology for a plausible expla-
nation of my experiences of ultimacy, I can-
not afford to ignore this evidence. Yet such
explanations might threaten to explain away
my own valuable experiences of the transcen-
dent. It seems somehow dangerous to ask
what "the" truth is. Can two opposing and
equally convincing and powerful truths co-
exist and be reconciled? In the newly enlight-
ened understanding of embodied religiosity,
will prayer become utilitarian, merely a means
to activate the frontal lobes in order to evoke
emotions of bliss and serenity, which then im-
prove my health? "Activate your frontal lobes
first, then God will honor your effort." Is this
the future of spirituality?
Yes and no. I personally need both the
bliss of experiencing the non-embodied One,
but I also need and want the blessings of the
intellectual enlightenment. In this rich double-
rootedness, what I propose is to avoid physi-
cal reductionism of the ultimate.
Initially, I felt a sense of threat to "my"
God posed by scientific revelations of the bio-
logical mechanisms underlying my experi-
ence of the ultimate. But after passing the
threshhold which seemingly separated the
"world of God" and the "world of science," I
discovered the vast richness of life; and I
gained an ever-deepening sense of apprecia-
tion for it. I no longer feel any threat . God
is not my brain's creation, but my brain makes
God "accessible" for me. The scientist in me
is fascinated to find the answer to the how
question. We are part of nature. If we admire
a butterfly or the lilies of the fields, how much
more the awe and sense of blessedness awak-
ens in us when we see the marvelous micro-
cosm of our own brain! My knowledge is
divine gift rather than a threat to my faith. It
enriches the awareness of life's extended di-
mensions rather than takes away from it. I
believe that if one feels threatened by the il-
lumination of science, it is perhaps because
of insecurity in one's faith.
There is no incompatibility between my
God-experience and my self-understanding of
it. Communist propaganda brainwashed the
scientists to believe that a commitment to sci-
ence necessarily precluded any commitment
to religion. Reconciling science with religion
in communist ideology was unthinkable. Po-
litical freedom's precious gift to me is also an
intellecttial freedom: one can carry out sci-
entific research with reverence for life and in
awe of God. As philosophical theologian
Wesley Wildman and psychiatrist Leslie
Brothers wrote.
We are not forced to choose between a
blunt realism about ultimacy and a
hermeneutical disengagement from
reality^
And the more deeply that scientific knowl-
edge penetrates the veil that covers the mi-
raculous complexity of the human nervous
system, the more grounded becomes my rela-
tionship with the transcendent.
By virtue of having a marvelously sophis-
ticated nervous system, I am able to have the
richest, the most complex experience possible:
experience of the ultimate. Through my "free
radicals" of longing for the transcendent di-
mension of life. I connect, I tap into a God-
consciousness. I become aware of the inde-
scribable, unnameable, unimaginable divin-
ity, the eternal, Tillich's "ground of Being."
Yet I experience it as present within me, lov-
ing me, changing me— not as an intentional
"Being" but as a reflection of It in my own
being, thus making me a "drop" of the divine.
My experience is that reflection of the One
who is beyond existence, and who has no other
way to reveal Godself to me, a part of nature
in time and space, except through my own
biological makeup, through my neuropsyche.
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Will the awareness of, the insight into, the
mechanisms of the experience diminish the
experience? I think they rather enhance it. It
is impossible to glimpse the depth of creation
and the wonder of the neurobiological pro-
cesses—which ultimately enable us to
glimpse— without a deep sense of awe and
admiration for creation. Knowing and nam-
ing the vehicle, the triggerer, the enhancer of
the experience won't discredit it. because my
quest is no longer focused on the cause of the
experience, but rather on its transformative
effect upon my reality.
I no longer particularly worry about what
exactly was the cause of my experiences— an
intentional God or neurobiological circum-
stances. Surrendering a strict cause-and-ef-
fect view of experience has helped me. What
matters is the value of the experience in my
life, which has been changed dramatically by
those experiences. Giving up a causal com-
mitment in favor of the empirical aspect of
the experience.
delegitimates the debates about whether
or not real contact with some sort of
Ultimate occurs in religious experi-
ences.''
My experiences are relevant because they
are meaningful to me; I am she who reads my
meaning into them. This allows both a rela-
tive neutrality and a subjective engagement that
grants the benefit of the experiences to the full-
est toward my spiritual health and growth. This
worldview mandates the integration of religion
with medicine as science and art. The way of
the future is indeed "science towards God: the
end of all our exploring." ^
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